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• The mortality difference for
people with symptoms of
aortic stenosis treated with
aortic valve replacement
versus those not
undergoing this procedure
is one of the most striking
in medicine.

• “Carabello, Lancet 2009”



Benefit of AVR in 
Asymptomatic Severe AS

Our study shows that AVR
may benefit asymptomatic
patients with severe AS in
terms of improved survival.

We believe AVR should be
strongly considered in all
patients with severe AS in the
absence of severe
comorbidities which may limit
survival or impair quality of
life post- AVR.





Surgical AVR —The “Gold Standard,” but Not for Everyone
Circulation 2007;116;2866-2877



The patient’s decision to decline surgical referral or
AVR (n 47) and severe comorbidities (n 34) were the
top two reasons for medical treatment rather than
AVR.

The AVR group was younger (69.5 9.6 years versus 75.7
8.6 years; p <0.001) and had a higher prevalence of
symptoms (96%versus 71%; p < 0.001) than the medical
group. The medical group had a lower cardiac ejection
fraction (0.42 0.15versus 0.50 0.12; p < 0.001) and was less
likely to be independent in activities of daily living (64%
versus 74%).
In our study, only 59% of all patients with severe
AS underwent AVR.



Terapia medica e rifiuto chirurgo



Nuova metodica: TAVI

• Trattamento della quasi totalità dei
pazienti non indirizzati alla chirurgia
tradizionale.

• Risultati ottimali con pazienti ad alto
rischio.



Percutaneous aortic valve devices are here to stay !!!!!

The surgical concerns regarding percutaneous aortic valves include:

• “We have a great operation now”

• “Few patients are inoperable”

• “The percutaneous devices have problems”

• “It will be dangerous because these devices will be misused”

• “Patients will not get true informed consent”

All these arguments and concerns have some truth to them, but NONE will define

the future of percutaneous aortic valve technologies, just as similar concerns

have failed to define the anatomic treatment of coronary artery disease.

J Thorac Cardiovasc Surg 2007;133:299



Patient-related factors Cardiac-related factors

Age (years) Unstable 
angina6

Gender LV function

Chronic 
pulmonary 
disease1

Recent MI7

Extracardiac 
arteriopathy2

Pulmonary 
hypertension8

Neurological 
dysfunction3 Operation-related factors

Previous 
Cardiac 
Surgery

Emergency9

Creatinine > 
200 µmol/ L

Other than 
isolated CABG

Active 
endocarditis4

Surgery on 
thoracic aorta

Critical 
preoperative 
state5

Post infarct 
septal rupture

EUROSCORE: strumento finora utilizzato 
per predire rischio operatorio……







• Three main reasons
• Firstly, the EuroSCORE is already outdated, as it was developed

from data on patients operated on almost a decade and a half ago,
and the results of surgery have improved significantly since,
especially in the elderly.

• Secondly, because the data originated from only eight European
countries and, from each one of these, only few centres contributed.
As with any type of statistical analysis, it generated mean values
which may even not serve all these centres. As stated recently [10],
‘the logistic EuroSCORE risk stratification system was developed
and validated within the European population. There should be
caution in the utilisation of any particular risk stratification system
outside the countries of origins, and it is important to carefully
evaluate the validity of such system amongst foreign population,’
whichmeans that it may even not be applicable to all European
countries.

• Thirdly, and most important, the EuroSCORE was especially
developed for cardiac surgery in general, especially for coronary re-
vascularisation procedures, the majority of data belonging to this
group of patients, and not specifically for AVR.



A new scoring 
system would be

There are patients with combinations of  problems including: 

• Multiple previous operations

• Radiation chest/mediastinal disease

• Liver failure/kidney failure

• Diffuse atherosclerosis

• Porcelain aorta

• Neoplasms





However, the EuroSCORE is based on 1995 mortality across all of cardiac
surgery, a time at which coronary artery bypass grafting dominated the patient
population, not heart valve disease.
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Casistica MONZINO : Numero Pazienti ed Età
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AVR chirugiche e TAVI: confronto 
al Cardiologico Monzino
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TAVI e AVR con Euroscore > 10
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Casistica stenosi aortiche severe trattate al Monzino



TAVI per i pazienti a basso rischio?

• Desiderio del paziente di minore invasività.
• Risultati migliori con malati a basso rischio.
- Mentalità del chirurgo più aperta.
- Necessità di Trial randomizzati?
- Guidare la scelta del malato.





J Am Coll Cardiol 2009;53: 1829–36



Conclusioni

• Allo stato attuale minima erosione delle
indicazioni AVR.

• Risultati TAVI ancora influenzati da
devices (-) e operatori (+); spinta del
mercato.

• La TAVI influenzerà la strategia “biologica”



Conclusioni

• L’ E.S. è utile nella stratificazione dei
“follow up” attesi. Durata valvola VS durata
vita.

• E’ comunque prevedibile uno slittamento
delle indicazioni “verso il basso” della
scala di rischio clinico (anche con
procedure ripetute)….

• …..ma il mix futuro sarà credibile se
multi-disciplinare e gestito (non subito).





FINE





1) AVR chirurgica presenta basso rischio in 
pazienti ad alto rischio.

2) Sovrastima dell’EuroSCORE in AVR 
isolata.

3) Basso rischio procedurale: estensione a 
stenosi aortica non sintomatica.

4) Prima si interviene, meno cambi strutturali.
5) TAVI, gradienti  e leak residui accettati 

quando manca alternativa



Le 3 eziologie più frequenti di stenosi aortica



Indicazione chirurgica stenosi valvolare aortica



Stenosi valvolare aortica severa da trattare !!!

AVR chirurgica

TAVI





Età e Frazione di Eiezione 



Il rifiuto del chirurgo



The AVR group had
higher survival rates than
the medical patients at 1
year (92% versus 65%), 3
years (85% versus 29%),
and 5 years (73% versus
16%; log-rank test p <
0.0001).
Valve replacement was
independently associated
with decreased mortality
(hazard ratio, 0.17; 95%
confidence interval, 0.10
to 0.27; p < 0.0001).



TAVI – transapicale – Valve in Valve



TAVI – transfemorale -



Euroscore e stenosi aortica



Ann Thorac Surg 2008;85:102–7

Logistic EuroSCORE greatly overpredicts mortality in these patients.

Five-year survival is good, unlike suggestions from earlier EuroSCORE

analyses. This raises concern about unknown long-term

percutaneous prosthesis function. Clinical trials for these patients

must include randomized surgical controls and have long-term end

points.
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European Journal of  Cardio-thoracic Surgery 26 (2004) S76–S77

Am Heart J 2009;157:229-42

For these percutaneous transcatheter technologies to continue to evolve

and improve, collaboration between cardiac surgeons, interventional

cardiologists, clinical cardiologists, imaging specialists, cardiac

anesthesiologists, basic scientists, industry, and regulators is condition

sine qua non. Both cardiologists and surgeons who want to perform these

procedures should be cognizant of the fact that there is a steep learning

curve. Therefore, the interventionalists should should undergo device-

specific training (perhaps including simulator training) and proctoring of

the initial cases.



Interestingly, virtually all published series
of PAVI include patients initially
considered too high risk for surgery,
subsequently considered not amenable for
the percutaneous procedure and finally
submitted to surgery, mostly with excellent
results.

Da evitare:  il paziente Ping-Pong !

European Journal of Cardio-thoracic Surgery 35 (2009) 953—959



Not Heart faillure (62)
SUCCESS IN IMPLANTED 
PATIENTS:                61/61 (100%)

PROCEDURAL SUCCESS: 61/62 (98,4%)
PROCEDURAL DEATH: 1 /62 (1,6%)
EMERGENT CARDIAC SURGERY:               
1 /62 (1,6%)

30-DAY MORTALITY:     1/62 (1,6%)

Heart Failure (62)
SUCCESS IN IMPLANTED 
PATIENTS:                62/62 (100%)

PROCEDURAL SUCCESS:62/62 (100%)
PROCEDURAL DEATH:           0/62 (0%)
EMERGENT CARDIAC SURGERY:
0/62 (0%)

30-DAY MORTALITY: 2/62 (3,2%)

Device migration, malpositioning 0/122 (0%)

30-day mortality 3/123 (2,4%)

PERIPROCEDURAL AND IN-HOSPITAL RESULTS



Considerazioni Casistica Monzino
1) AVR è il trattamento di scelta per stenosi aortica

severa – bassa mortalità e risultati duraturi-.
2) TAVI, nuova metodica, in caso di controindicazioni alla

chirurgia o di pazienti ad alto rischio.
3) Pazienti TAVI sono pazienti “nuovi” veramente rifiutati

dal chirurgo o ad esso non indirizzati.
4) TAVI: risultati soddisfacenti per rischio operatorio ed

età.
5) Necessità luogo idoneo: centro ad alta

specializzazione e presenza della sala ibrida .



In my view, one of the major problems in the equation is
the inadequate use of the EuroSCORE to anticipate
surgical risk. Not only is there often confusion between the
additive and the logistic scores, often used indiscriminately
in the publications, but it is also very well known that the
EuroSCORE does not currently predict accurately the risk
of AVR. After all, the EuroSCORE was not specifically
developed for valve surgery. In my experience, it is usually
double the STS score and even this one overestimates
mortality in most experienced centers.



Cosa non valuta l’Euroscore

- Aorta a porcellana
- Pregressa irradiazione 
- Patologia tumorale
- Anatomia sfavorevole
- Efficienza e risultati del centro 
- Efficienza e risultati operatore
- Giudizio clinico (Fragilità del paziente)



LA SALA IBRIDA

Progettata per l’esecuzione di interventi
di tipo chirurgico, endovascolare ed
elettrofisiologico.



• Risultati significativamente inferiori alla chirurgia 
tradizionale

• Implicazioni economiche industrie biomedicali
• Solo uso compassionevole?
• Tendenza ad allargare indicazione con risultati alla 

lunga inferiori vs Chirurgia
• Doppia proposta del chirurgo vs unica proposta del 

cardiologo
• Monitorare impianti TAVI e dati a lungo termine
• Mortalità e risultati nei consensi informati 



- Durata della valvola non conosciuta

- Stigmatizzare effetto Ping-Pong

- Complicanze vascolari, rigurgito paraprotesico e impianto 
PM

- Collaborazione cardiologi e chirurghi su transapicali

- Sovrastima rischio con EuroSCORE e STS

- Necessità di esteso studio randomizzato multicentrico

European Heart Journal (2008) 29, 1339–1341


	Diapositiva numero 1
	Diapositiva numero 2
	Diapositiva numero 3
	Diapositiva numero 4
	Diapositiva numero 5
	Diapositiva numero 6
	Diapositiva numero 7
			Nuova metodica: TAVI
	Diapositiva numero 9
	Diapositiva numero 10
	Diapositiva numero 11
	Diapositiva numero 12
	Diapositiva numero 13
	Diapositiva numero 14
	Diapositiva numero 15
	Diapositiva numero 16
	Diapositiva numero 17
	Diapositiva numero 18
	Diapositiva numero 19
	Diapositiva numero 20
	Casistica MONZINO : Numero Pazienti ed Età
	AVR chirugiche e TAVI: confronto al Cardiologico Monzino
	TAVI e AVR con Euroscore > 10
	Diapositiva numero 24
	TAVI per i pazienti a basso rischio?
	Diapositiva numero 26
	Diapositiva numero 27
	Conclusioni
	Conclusioni
	Diapositiva numero 30
	FINE
	Diapositiva numero 32
	Diapositiva numero 33
	Diapositiva numero 34
	Diapositiva numero 35
	Stenosi valvolare aortica severa da trattare !!!
	Diapositiva numero 37
	Diapositiva numero 38
	Il rifiuto del chirurgo
	Diapositiva numero 40
	Diapositiva numero 41
	Diapositiva numero 42
	Euroscore e stenosi aortica
	Diapositiva numero 44
	Diapositiva numero 45
	Diapositiva numero 46
	Diapositiva numero 47
	Diapositiva numero 48
				Considerazioni Casistica Monzino
	Diapositiva numero 50
		Cosa non valuta l’Euroscore
	Diapositiva numero 52
	Diapositiva numero 53
	Diapositiva numero 54

